Posttraumatic stress disorder (PTSD) symptoms are associated with disruptions in both couple functioning and parenting, and limited research suggests that, among military couples, perceptions of couple functioning and parenting stress are a function of both one's own and one's partner's mental health symptoms. However, this work has not been generalized to civilian couples, and little is known about the associations between PTSD symptoms and family adjustment in specific family developmental contexts. We examined PTSD symptoms' associations with perceived couple functioning and parenting stress within a dyadic context in civilian couples who had participated in a randomized controlled trial of a universal, couple-based transition to parenthood program and at least one member of the couple reported having experienced a Criterion A1 traumatic event. Results of actor-partner interdependence models revealed that parents' own and partners' PTSD symptoms were negatively associated with perceived couple functioning; contrary to expectation, the association of partners' PTSD symptoms with perceived couple functioning was strongest among men who received the intervention. A parent's own PTSD symptoms were positively associated with parenting stress for both men and women and were unexpectedly strongest for men who received the intervention. Partner PTSD symptoms were also positively associated with increased parenting stress for both men and women. Findings support a dyadic conceptualization of the associations between spouses' PTSD symptoms and family outcomes during the transition to parenthood and suggest that participating in a couple-based, psychoeducational program during this phase in the family life cycle may be particularly salient for men.
. However, little is known about how PTSD symptoms relate to intimate relationship functioning in specific family developmental contexts. For many reasons, including prevention and intervention purposes, it is important to understand how these constructs are related during key developmental transitions in the family life cycle, such as the transition to parenthood, to enhance the wellbeing of trauma survivors, their partners, and their children.
Exposure to a traumatic event is a common occurrence. Studies of nationally representative samples estimate that, across developmental periods, at least 56 -62% of individuals have experienced a traumatic event during their lifetimes (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995; McLaughlin et al., 2013) . A relatively small number of individuals who experience a traumatic event will develop PTSD symptoms of sufficient severity to be diagnosed with the disorder. For example, according to Breslau et al. (1998) , the conditional risk of developing PTSD after trauma exposure is 9.2%. However, because even subsyndromal symptoms of PTSD are associated with distress and impairment (McLaughlin et al., 2015; Stein, Walker, Hazen, & Forde, 1997) , those whose symptoms are elevated but do not meet diagnostic cutoffs should not be overlooked. Indeed, taxometric analyses indicate that PTSD is best understood as an extreme reaction to traumatic life events rather than as a discrete clinical syndrome, thus warranting conceptualization as a dimensional, rather than categorical, construct (Broman-Fulks et al., 2006; Ruscio, Ruscio, & Keane, 2002) .
With respect to romantic relationship distress and impairment, specifically, cognitive-behavioral interpersonal theory of PTSD (Monson, Fredman, & Dekel, 2010) posits that thoughts, feelings, and behaviors within and between partners contribute to and maintain a link between PTSD symptoms and impaired couple functioning. PTSD-related avoidance of feared memories and situations can deprive couples of opportunities to engage in mutually satisfying behavior exchanges ; emotional numbing symptoms can interfere with intimacy by inhibiting emotional expressiveness (Cook et al., 2004) ; and hyperarousal symptoms can increase intimate aggression by amplifying the perception of being under threat from one's partner (Savarese, Suvak, King, & King, 2001) . PTSD symptoms can also disrupt a couple's ability to function effectively as a coparental unit, which, in turn, predicts lower relationship satisfaction for both partners (Allen, Rhoades, Stanley, & Markman, 2010) .
PTSD symptoms are also related to parenting impairments in military and veteran samples, including poorer perceived parent-child relationship quality (Ruscio, Weathers, King, & King, 2002) , lower parenting satisfaction (Gold et al., 2007; Samper, Taft, King, & King, 2004) , and greater parenting challenges (Gewirtz et al., 2010) . More recently, researchers have examined associations between PTSD symptom severity and parenting stress, defined as distress evoked in response to child rearing experiences (Abidin, 1995; Haskett, Ahern, Ward, & Allaire, 2006) . Two studies have documented a positive relation between maternal PTSD symptom severity and parenting stress in high risk urban civilian samples (Ammerman, Putnam, Chard, Stevens, & Van Ginkel, 2012; Chemtob, Gudiño, & Laraque, 2013) . Given that parenting stress is prospectively associated with harsh parenting practices (Le, Fredman, & Feinberg, 2017) and that harsh parenting practices such as corporal punishment can be a precursor to the perpetration of child physical abuse (Gershoff, 2002) , enhanced understanding of the association between PTSD symptoms and parenting stress may provide opportunities to prevent adverse outcomes for children of parents with trauma-related psychopathology.
Recognizing the inherent interdependence among individuals within a family system (Minuchin, 1985) , there is a burgeoning effort to characterize the associations between PTSD symptoms and family outcomes within a dyadic context by modeling one's couple and parenting outcomes as a function of both one's own PTSD symptoms and one's partner's symptoms. For example, Blow et al. (2013) used the ActorPartner Interdependence Model (APIM; Kenny, Kashy, & Cook, 2006) to examine service member and spouse alcohol misuse, depressive symptoms, and PTSD symptoms as concurrent predictors of both service member and spouse relationship satisfaction and parenting stress. The authors found a marginally significant negative association between service member PTSD symptom severity and spousal relationship satisfaction and a small, positive association between spousal PTSD symptoms and service members' parenting stress. However, in all three studies documenting an association between PTSD symptoms and parenting stress (i.e., Ammerman et al., 2012; Blow et al., 2013; Chemtob et al., 2013) , PTSD symptoms were not the primary focus of the investigations; thus, it is difficult to discern the magnitude of association between PTSD symptoms and parenting stress (and relationship satisfaction, in the case of Blow et al., 2013) outside the context of comorbid symptoms or conditions (e.g., depression, substance use) that were also included in the models.
Taken together, these findings highlight that PTSD symptoms are associated with poorer family adjustment with respect to both perceived couple functioning and parenting. Nonetheless, there remain unanswered questions about the association between PTSD symptoms and family adjustment within a couple context. With the exception of Blow et al. (2013) , whose primary focus was the association between alcohol misuse and family functioning in a military sample, we are not aware of any published studies on the contributions of both partners' PTSD symptoms to the prediction of each partner's perception of couple functioning and parenting stress. Thus, it is difficult to determine the extent to which there are both actor effects (i.e., how one's PTSD symptoms relate to one's own perceptions of family functioning) and partner effects (i.e., how one's PTSD symptoms relate to one's partner's perceptions of family functioning) in a given sample, particularly civilian samples. Second, as suggested by social structure theory and identity theory, family identity tends to be more salient for women than men, especially during the transition to parenthood (Katz-Wise, Priess, & Hyde, 2010); thus, there may be gender differences in actor and/or partner effects in the association between PTSD symptoms and family functioning during the early parenting years. Third, in most studies of the association between PTSD symptoms and family functioning, the age of the participants' children is heterogeneous, with some including children who may differ from one another by more than a decade (Gold et al., 2007; . From a translational research perspective, the heterogeneity of family developmental stage (as indexed by child age) in prior studies may complicate the development of couple-based interventions that seek to enhance family functioning among trauma survivors with elevated PTSD symptoms. The focus of parenting tasks and challenges may differ considerably depending on whether the child is an infant who requires a high degree of physical care taking, a late toddler/early preschooler who desires autonomy but possesses relatively immature emotion regulation skills, or an adolescent whose peer relationships are relatively more salient than those with family members but still relies on parents for financial and emotional support.
The transition to parenthood, defined as pregnancy through the first year of a child's life among primiparous couples, is a potentially valuable developmental period in which to examine the associations between PTSD symptoms and family functioning for a number of reasons. First, given that the transition to parenthood is often considered a high stress period (Doss, Rhoades, Stanley, & Markman, 2009; Shapiro, Gottman, & Carrère, 2000) , associations between PTSD symptoms and family functioning may be more salient. Second, as the children of participants are approximately the same age, reduced sample heterogeneity may enhance the ability to detect associations. Third, the transition to parenthood is an especially opportune period for prevention, as dysfunctional coparenting and parenting patterns have not yet been firmly established, and new parents are uniquely open to guidance, education, and support to enhance family functioning during this period (Feinberg, 2002) . This may be also be a time to engage high-risk couples who might not otherwise seek care (Petch, Halford, Creedy, & Gamble, 2012a) . Indeed, a number of transition to parenthood programs have demonstrated positive outcomes with respect to couple functioning and parenting, with effects particularly salient for couples identified as being high risk by virtue of individual or relational vulnerabilities (e.g., individual psychopathology or relationship distress; Doss, Cicila, Hsueh, Morrison, & Carhart, 2014; Feinberg & Kan, 2008; Petch, Halford, Creedy, & Gamble, 2012b) . Insights gleaned from understanding these associations could have important implications for designing interventions to target PTSD symptoms within a family context at the transition to parenthood and/or to prevent parent-child relational impairments and adverse child outcomes associated with parental PTSD symptoms (Lambert, Holzer, & Hasbun, 2014) .
The purpose of the current study is twofold. First, we sought to investigate actor and partner effects for the association between civilian men and women's PTSD symptoms and perceived couple functioning during the transition to parenthood. Second, we sought to investigate actor and partner effects for the associations between PTSD symptoms and parenting stress within the same context. To this end, we had two hypotheses. Hypothesis 1 is that one's PTSD symptoms will be negatively associated with one's perceived couple functioning (actor effect) and one's partner's perceived couple functioning (partner effect). Hypothesis 2 is that one's PTSD symptoms will be positively associated with one's parenting stress (actor effect) and one's partner's parenting stress (partner effect). Given that the current investigation took place within the context of a randomized controlled trial of a transition to parenthood program focused on enhancing heterosexual couples' ability to work better as a coparental unit, it was possible that the intervention would buffer the effect of PTSD symptoms on family functioning. Thus, moderation by intervention and gender in the strength of these hypothesized associations was also explored.
Method

Participants and Procedures
Participants were a subsample (N ϭ 250) of heterosexual couples who had participated in a randomized controlled trial (RCT) of Family Foundations (FF; Feinberg et al., 2016 ; N ϭ 399), a universal, couple-based transition to parenthood program. FF consists of five prenatal and four postnatal sessions focused on strengthening the coparenting relationship and includes psychoeducation and skills training designed to enhance coparental conflict resolution and problem-solving, communication, and mutual support strategies. The prenatal classes also included standard childbirth education material. The control condition consisted of mailed written materials pertaining to selecting quality childcare and the stages of child development.
Couples were recruited through childbirth education programs and OB/GYN clinics in or near one of five hospitals in three mid-Atlantic states and one southern state. Couples were included in the RCT (i.e., the parent study) if both members of the couple were 18 years or older, expecting their first child together, and cohabiting. All participants provided written informed consent, and all study procedures were approved by the Institutional Review Board at the Pennsylvania State University. Couples were included in the current study if at least one member of the dyad reported having experienced a Criterion A1 traumatic event (i.e., threat of actual or threatened death or serious injury, or a threat to the physical integrity of self or others) according to the Diagnostic and Statistical Manual for Mental Disorders-4th Edition (DSM-IV; American Psychiatric Association, 2000) and completed the PTSD ChecklistCivilian Version (PCL-C; Blanchard, JonesAlexander, Buckley, & Forneris, 1996, described below).
1 The PCL-C was administered at the second wave of assessment for the RCT, when the couple's first child was 10 months old. Participants reported a diverse range of index traumatic events, including natural disasters, motor vehicle accidents, sexual assault, childhood sexual abuse, miscarriages, combat/ warfare, witnessing family violence, robbery, and stalking. Within the subsample, 140 couples were assigned to the intervention condition and 110 to the control condition. Based on demographic information collected at Wave 1 (approximately 4 months prior to birth), the couples included for the current study were significantly older, had more years of education, and were more likely to be non-Hispanic than were the couples in which neither partner reported having experienced a Criterion A1 traumatic event (ps Ͻ .03). They did not differ with respect to annual income or proportions assigned to FF versus the control condition (ps Ͼ .10).
At the 10-month assessment, the average age of mothers was 30.92 years (SD ϭ 4.27), and the average age of fathers was 32.81 years (SD ϭ 5.24). On average, participants completed 15.55 years (SD ϭ 1.33) of education, and the median household income was $87,500. Ninety percent of couples were married, and 89% of participants self-identified as nonHispanic White.
Measures
For all continuous measures, means, standard deviations, and Cronbach's alphas are reported in Table 1 .
Trauma exposure. Participants completed a modified version of the Traumatic Life Events Questionnaire (TLEQ; Kubany et al., 2000) to assess their prior exposure to potentially traumatic events. The original 21-item measure was modified in two ways. Participants indicated if each event ever occurred (a dichotomous yes/no response) rather than indicating the number of times each event occurred. Additionally, assessment of similar types of trauma were combined into single items, including (a) abortions and miscarriages, (b) life-threatening illnesses and life-threatening or permanently disabling events for a loved one, (c) assault by caregivers, intimate partners, or acquaintances or strangers, and (d) sexual abuse by individuals of varying ages at varying points in development (originally comprising four items).
PTSD symptom severity. The PCL-C (Blanchard et al., 1996 ) is a 17-item self-report measure used to assess the severity of DSM-IV symptoms of PTSD experienced in response to the most distressing traumatic event identified on the TLEQ (see above). The PCL-C is a widely used measure that has demonstrated good internal consistency and construct validity. Based on factor analytic studies that support disaggregating the effortful avoidance and emotional numbing symptoms into two distinct clusters (King, Leskin, King, & Weathers, 1998) , four PTSD symptom clusters were examined: Reexperiencing (e.g., "Repeated, disturbing memories, thoughts, or images, of the stressful experience"; 5 items), effortful avoidance (e.g., "Avoiding thinking about or talking about the stressful experience or avoiding having feelings related to it"; 2 items), emotional numbing (e.g., "Feeling emotionally numb or being unable to have loving feelings for those close to you"; 5 items), and hyperarousal (e.g., "Being 'super-alert' or watchful or on guard"; 5 items). Participants were asked to rate how much they were bothered by each of the 17 trauma-related symptoms in the past month on a 5-point Likert-type scale (1 ϭ Not at All, 5 ϭ (Norton, 1983) assesses participants' relationship satisfaction (e.g., "My relationship with my partner makes me happy"). Five items are rated on a 7-point Likert scale (1 ϭ Very Strongly Disagree, 7 ϭ Very Strongly Agree), and one item is rated on a 10-point Likert-type scale (1 ϭ Unhappy, 10 ϭ Perfectly Happy). Items were summed, with higher scores indicating greater relationship satisfaction.
Relationship efficacy. The Relationship Efficacy Measure (Fincham, Harold, & GanoPhillips, 2000) includes seven items (e.g., "I am able to do things needed to settle our conflicts.") rated on a 7-point Likert scale (1 ϭ Strongly Disagree, 7 ϭ Strongly Agree). Mean scores were calculated, with higher scores indicating greater perceived efficacy in one's relationship.
Conflict communication. The Ineffective Arguing Inventory (Kurdek, 1994 ) is an 8-item self-report measure used to assess couples' strategies for resolving relationship conflict (e.g., "Our arguments are left hanging and unresolved."). All items are rated on a 5-point Likert-type scale (1 ϭ Strongly Disagree, 5 ϭ Strongly Agree) and summed, with higher scores indicating more ineffective arguing.
Sexual satisfaction. Satisfaction with sex and romance was measured with four items rated on a 9-point Likert-type scale (1 ϭ Not Enough, 5 ϭ Just Right, 9 ϭ Too Much). The four items are "Regarding your sex life with your partner, would you say that there is (1) enough sex, (2) cuddling and touching, (3) romance, and (4) passion and excitement?" (Maas, McDaniel, Feinberg, & Jones, 2015) . The absolute deviance from the midpoint for each item was calculated and reversed scored, with 0 indicating very dissatisfied (either too little or too much) and 4 indicating very satisfied (just about right). The mean of the four items was used, with higher scores indicating greater satisfaction with sex and romance.
Coparenting functioning. Coparenting adjustment was assessed with the 12-item brief version of the Coparenting Relationship Scale (CRS; Feinberg, Brown, & Kan, 2012 ; e.g., "My partner and I have the same goals for our child"). All items were rated on a 7-point Likert scale (0 ϭ Not True of Us, 6 ϭ Very True of Us). Mean scores were calculated, with higher scores indicating better coparenting functioning.
Parenting stress. The Parenting Stress Index-Short Form (PSI-SF; Abidin, 1995) measures three dimensions of parenting stress: parental distress (e.g., "I feel trapped by my responsibilities as a parent"; 12 items), parentchild dysfunctional interactions (e.g., "Sometimes I feel my child doesn't like me and doesn't want to be close to me"; 6 items), and perceived difficult child (e.g., "My child makes more demands on me than most children"; 9 items). Nine of the original 36 items were not assessed due to relatively low factor loadings on the corresponding dimensions of parenting stress (Abidin, 1995) . All items were rated on a 5-point Likert-type scale (1 ϭ Strongly Agree, 5 ϭ Strongly Disagree), reverse coded, and then averaged within scales. Higher scores indicate greater parenting stress.
Statistical Analyses
First, separate measurement models were tested for the three latent variables reflecting PTSD symptom severity, perceived couple functioning, and parenting stress. A series of structural models were then run to assess actor and partner effects for the associations between PTSD symptoms and couple functioning, as well as to test for moderation by intervention status and gender. The process was repeated for the outcome of parenting stress.
Model estimation. Specifications of measurement and structural models were conducted using Mplus 7 (Muthén & Muthén, 1998 . Consistent with the nonclinical nature of the sample, variables were not normally distributed. To account for this, robust maximum likelihood estimation (MLR) was used, which generates standard maximum likelihood estimates using standard errors that are robust to nonnormality and missing data (Muthén & Asparouhov, 2002; Yuan & Bentler, 2000) . Following Hu and Bentler (1999) , good model fit in measurement models was inferred by: (a) a small and nonsignificant chi-square test, although this can be difficult to achieve with large samples (Bollen & Curran, 2006) ; (b) the root mean square error of approximation (RMSEA) less than or equal to 0.06; and (c) the comparative fit index (CFI) and the Tucker-Lewis index (TLI) greater than or equal to 0.95, with values above 0.90 indicating acceptable fit (Bollen, 1989; Loehlin, 1998) .
Measurement models. Measurement models were created for PTSD symptom severity, perceived couple functioning, and parenting stress as described above. Within a couple, each corresponding factor (e.g., fathers' and mothers' parenting stress) was permitted to correlate to account for interdependence between members of a dyad. Measurement models were optimized for goodness of fit based on modification indices, such that some indicators were allowed to correlate across gender to account for potential shared method variance (Figures 1  and 2 ).
Moderation by intervention status (i.e., control vs. intervention group) and gender were evaluated by testing each measurement model for factorial invariance across groups. Invariance was assumed in any case where constraining factor loadings to be equivalent between groups did not result in a significant degradation of fit on a chi-square test adjusted for the use of MLR.
Structural models. A series of ActorPartner Interdependence Models (APIM; Kenny, Kashy, & Cook, 2006) were used to systematically test associations between PTSD symptom severity and each domain of family functioning (perceived couple functioning and parenting stress).
To examine the overall effects of PTSD symptom severity, one initial confirmatory model was fit to the data for all participants predicting each form of family functioning from PTSD symptom severity. This model followed the standard APIM structure, predicting the outcome for each person from both one's own and one's partner's PTSD symptom severity. Additional covariances between the two partners' PTSD symptom severities and between their family functioning measures were also modeled. In this first "fully constrained" model, all variances, covariances, and regression loadings were constrained to be the same across the control and intervention groups for both partners. A sequential model selection approach was taken to test for possible differences between intervention groups and between men and women. In this approach, each step began with a selected baseline model. Parameters from this model were first freed between the intervention and control conditions and then systematically constrained between male and female parents within each condition. A chi-square likelihood ratio test was performed between the new model with those parameters freed or constrained and the selected baseline model. A statistically significant result indicated a difference in the given parameters between groups. Those parameters that differed between groups remained free to vary in all subsequent analyses.
Results
Bivariate associations among latent variables for men and women are presented in Table 2 . With the exception of the small correlation between men and women's PTSD symptoms and a nonsignificant correlation between men's PTSD symptoms and women's parenting stress, correlations among the latent variables were all significant and moderate or large in size. 
Measurement Models
Goodness of fit indices for each of the measurement models are presented in Table 3 . With the exception of significant chi-square tests for the PTSD and perceived couple functioning measurement models, there was acceptable to good overall model fit for the measurement models, and measurement invariance was not violated across intervention status (PTSD: ⌬ 
Structural Models: Associations Between PTSD and Couple Functioning
Fully constrained model. In a model with actor effects, partner effects, and all variances and covariances constrained to be the same across intervention groups, significant actor and partner effects were found for men and women. Effects were in the predicted direction and generally moderate in size (see Figure 1) .
Moderation by intervention status. Moderation by intervention status was evaluated in two steps. First, the variances and covariances for the study variables were freed from the fully constrained model. Allowing the variance of men's PTSD symptom severity to vary across intervention groups resulted in significant improvement in model fit (⌬ 2 (1) ϭ 32.7, p Ͻ .001). No other variances or covariances yielded significant improvement in fit and therefore remained constrained across intervention groups in all following analyses.
Next, actor and partner effects for men and women were freely estimated for each intervention group. There were no significant differences in actor effects for men or women across intervention conditions, nor were there group differences in the partner effect from men's PTSD symptoms to women's perceived couple functioning. However, the partner effect from women's PTSD symptoms to men's perceived couple functioning was significantly stronger for couples in FF compared with those in the control condition, ⌬ 2 (1) ϭ 8.40, p ϭ .004. Moderation by gender. Within each intervention group, a model in which actor and partner effects freely varied across gender was compared with a model in which these effects were constrained to be equivalent for men and women. There were no significant gender differences in actor effects in either the FF or control group, nor were there gender differences in partner effects in the control group. However, there was a significant gender difference in partner effects in the FF group such that the association between women's PTSD symptoms and men's perceived couple functioning was stronger than the association between men's PTSD symptoms and women's perceived couple functioning, ⌬ 2 (1) ϭ 6.22, p ϭ .013. Final model. The final model for perceived couple functioning is presented in Table 4 . Because of the intervention group difference in variances in men's PTSD symptom severity at the latent level, it was not meaningful to compare standardized coefficients for actor and partner effects for the FF and control conditions. Thus, we present raw (unstandardized) coefficients, along with the standard errors of these estimates, to convey similarities and differences in actor and partner effects as a function of intervention group and gender.
Associations Between PTSD and Parenting Stress
Fully constrained model. In the fully constrained model, significant moderate-sized actor effects were found for both men and women, and a significant small-sized partner effect was found from women's PTSD symptom severity to men's parenting stress but not vice versa. All effects were in the predicted direction. Standardized coefficients are presented in Figure 2 .
Moderation by intervention status. Freely estimating the variances and covariances from the fully constrained model, the variances of men's PTSD severity and women's parenting stress at the latent level, and the manifest variable measuring women's parent-child dysfunctional interaction across intervention groups resulted in significant improvement in model fit, ⌬ 2 (3) ϭ 55.67, p Ͻ .001. Chi-square difference tests indicated no intervention group differences in actor effects for women's parenting stress or in partner effects for either gender. However, the actor effect from men's PTSD symptom severity to men's parenting stress was significantly stronger in the intervention group compared with the control condition, ⌬ 2 (1) ϭ 12.35, p Ͻ .001.
Moderation by gender. In light of a difference in actor effects for men across the intervention groups, moderation by gender was formally tested within each intervention group separately. There was no evidence of gender differences in actor effects in the control group or in partner effects in either intervention condition. However, there were gender differences in actor effects within FF such that the association between a person's PTSD symptoms and his or her own parenting stress was stronger for men than women, ⌬ 2 (1) ϭ 11.28, p Ͻ .001. Final model. The subsequent final model for parenting stress, including the unstandardized coefficients and the standard errors of these estimates, is presented in Table 4 .
Discussion
Despite well documented connections between PTSD symptoms and impaired family functioning, there is an absence of published work situating these associations within a family developmental context. Prior work has also tended to focus on military/veteran couples and Note. Partner effect refers to the association between one's PTSD symptom and one's partner's family functioning.
high-risk urban mothers, raising questions about the extent to which previous findings generalize to civilian samples. Further, these associations have not been examined during high stress phases of the family life cycle, such as the transition to parenthood, or, importantly, determined whether couple-based universal transition to parenthood programs mitigate these associations. In addition, few studies have taken into account both actor and partner effects for the association between PTSD symptoms and family adjustment (see Blow et al., 2013, and Miller et al., 2013, for exceptions) . The goal of the present study was to address these gaps in the literature by examining the associations of PTSD symptoms with perceived couple functioning and parenting stress within a dyadic context during the transition to parenthood and to explore moderating effects of intervention and gender. As such, it represents the first attempt to characterize these associations in a community sample of couples at the same stage of the family life cycle and to determine whether these patterns of associations differ as a function of gender and participation in an RCT of an empirically supported, couple-based universal transition to parenthood program. Findings from this sample of relatively high functioning civilian couples unselected for trauma exposure in the parent study and assessed 10 months after birth are comparable with those observed in other, higher risk samples. For example, the magnitude of the actor effects for the association between PTSD symptoms and perceived couple functioning in the present study is on par with that reported in Taft et al.'s (2011) meta-analysis for the association between one's PTSD symptoms and one's perception of relationship discord among civilians (r ϭ .31). By comparison, we observed partner effects that are larger than that reported for civilians in Lambert et al.'s (2012) metaanalysis of the association between PTSD symptoms and one's partners' perceived relationship quality (r ϭ Ϫ.15) but comparable with those observed for the association between PTSD symptoms and partners' perceived relationship quality in military samples (r ϭ Ϫ.26; also see Allen et al., 2010) . That similar, or even larger, effect sizes were observed in this relatively low-risk sample may speak to the stressful nature of the early years of parenthood, particularly for individuals with elevated PTSD symptoms and their partners.
Consistent with other studies demonstrating an association between PTSD symptom severity and parenting stress (Chemtob et al., 2013) , actor effects for the relation between one's PTSD symptom severity and one's parenting stress in this study were positive and significant but were larger than those reported in other samples. For example, the associations found in the present investigation were twice as large as the bivariate associations reported for these variables in Blow et al.'s (2013) military sample (rs ϭ .22 and .21 for service members and spouses, respectively). Differences could be due to the stress of first time parenting experienced by participants in the current sample. That is, although not reported in Blow et al.'s study, it is possible that participants in that sample had multiple children and were more experienced in navigating the demands and stresses of parenting infants and, therefore, less vulnerable to the impact of PTSD symptoms on their own parenting stress. Being in the military may also have conferred some degree of protection for couples in the Blow et al. (2013) study. Specifically, participants may have felt relatively less isolated and more connected to their (military) community, as couples were recruited from reintegration weekends taking place within 3 months of the service members' return from deployment. Interestingly, with respect to partner effects, the size and patterns of the effects were comparable with those observed in the Blow et al. study. In both studies, women's PTSD symptoms predicted men's parenting stress but not vice versa, suggesting that men may be especially vulnerable to the effects of partners' psychological distress on their parenting stress. That is, given women's typical role as the primary caregiver, especially during the early years of child development, it may be particularly stressful for men if they feel obligated to compensate for their partners' inability to fulfill their parenting responsibilities due to PTSD symptoms.
The current study also extends previous findings by examining intervention and gender differences. First, findings indicated that there was less variability in PTSD symptoms for men in FF compared with those in the control group. However, because PTSD symptoms were not assessed at baseline (i.e., before randomiza-tion), it is possible that this difference existed at selection time and thus was not caused by the intervention itself. Although the randomized design of the study suggests a causal explanation, we believe that replication is required before a definitive causal statement can be made. Second, we observed gender differences as a function of intervention status whereby the associations between women's PTSD symptoms and men's perceived couple functioning (partner effect) and between men's PTSD symptoms and their own parenting stress (actor effects) were strongest for men in FF. (That is, these effects were stronger for men in FF than they were for women in the intervention group or for men and women in the control group.) It is possible that FF increased fathers' attunement to their partners' psychological states. To the extent that men are more aware of their partners' PTSD symptoms, they may also be sensitized to the relational comorbidities of the disorder in the form of poorer perceived couple functioning. However, in the absence of psychoeducation about PTSD and its relational context, they may not attribute women's PTSD-related behaviors (e.g., irritability, feeling distant or cut off from others) to the disorder; instead, they may experience more negative attributions such as partner blame. In addition, the association between PTSD symptoms and parenting stress may have been stronger for fathers in FF as a result of men's increased involvement in child care. FF emphasizes the coparenting relationship and the importance of both parents' engaging with the child. As a result, these effects may have been more salient for men than women because women typically assume the primary caretaking role and are already highly involved in parenting. As such, the intervention may not have increased the degree of women's involvement with the children to the same extent it did for men. Nonetheless, because we did not hypothesize these associations a priori in the present study, these assertions are speculative until results are replicated in other samples.
Findings from this study have several potentially important clinical implications. First, given the actor and partner effects found for PTSD symptoms' associations with perceived couple functioning and parenting stress, assessment of both partners' mental health symptoms during the perinatal period by health care providers may be a valuable investment in the health and well-being of all members of a new family. The transition to parenthood is an opportune time to repair disrupted couple functioning and to improve the psychological health of both members of the couple. Relatedly, to the degree that a healthy coparenting relationship facilitates healthy parent-child relationships (Feinberg, 2002) , it may also be a unique window of opportunity to prevent disruptions in the parent-child relationship and the adverse impacts on children of having parent with PTSDrelated psychopathology (Lambert et al., 2014) . Second, given that maternal PTSD symptoms are associated with an increased risk of child psychological abuse and child exposure to traumatic events during early childhood (Chemtob et al., 2013) , amelioration of parental PTSD symptoms and their associations with family adjustment during the perinatal period has important public health implications for both parents and children alike. Furthermore, our results suggest that expanding the focus to include civilian fathers' mental health during the transition to parenthood will be important as well.
From a translational perspective, a traumainformed couple-based approach during the transition to parenthood may be an efficient and effective intervention format for trauma survivors. Couples tend to be most receptive to interventions during this phase of the family life cycle, as it represents the chance for a fresh start and the opportunity to "do right by their kids" (Feinberg, 2002) . Such interventions could integrate components of empirically supported transition to parenthood programs focused on strengthening the couple's relationship and coparenting alliance (Doss et al., 2014; Feinberg et al., 2016; Halford, Petch, & Creedy, 2010) with components of empirically supported couple-based treatments for PTSD (Monson et al., 2012; Sautter, Glynn, Cretu, Senturk, & Vaught, 2015) . This type of program could also be an important way to involve fathers, as most transition to parenthood programs for parents considered to be high risk by virtue of individual psychopathology (e.g., depression) are focused on mothers.
Findings suggest that focusing exclusively on the coparenting relationship, with attendant increases in men's attunement to the impact of their own and their partners' PTSD symptoms on family functioning, is not sufficient to address the relational comorbidities of PTSD symptoms during this period. Instead, trauma survivors and their partners may require PTSDspecific psychoeducation and concrete skills designed to address the intersection between PTSD symptoms and couple/family functioning during this phase of the family life cycle. For example, providing psychoeducation about how both PTSD symptoms and relationship distress may be amplified as a result of increased demands on both partners and the ways in which this amplification could impact the couple's parenting alliance may facilitate parents' ability to make PTSD-relevant attributions for their own and their partners' behaviors (where applicable); this, in turn, could decrease relationship distress and increase motivation to work together as coparental unit. Relatedly, activities that involve both parents and the baby (e.g., bathing the baby together, going on outings as a threesome) are likely to decrease PTSD-related avoidance and numbing symptoms while simultaneously promoting positive bonding between partners and between each parent and the child, in addition to strengthening the overall family unit.
There are limitations associated with the current investigation. First, and similar to other studies assessing the association between PTSD symptoms and parenting stress (Ammerman et al., 2012; Blow et al., 2013; Chemtob et al., 2013) , we relied on participants' self-reported PTSD severity. Measurement of PTSD symptoms via clinician interview could enhance assessment of PTSD symptom severity and diagnosis. Second, this sample consisted of heterosexual couples who were predominantly White, Non-Hispanic and, although demonstrating a wide range of education and income, relatively high mean levels of education and socioeconomic status. Findings might differ in populations experiencing more chronic environmental stress, such as couples dealing with ongoing trauma in the form of community violence. Examining these associations in samples that are more diverse with respect to race, ethnicity, sexual orientation, education, socioeconomic status, and environmental stressors will be helpful in confirming if the pattern of findings observed in this study generalize to other populations with respect to both actor and partner effects for the associations between PTSD symptoms and family adjustment during this family developmental context. In sum, findings from the present study demonstrate associations between PTSD symptoms and family impairments for oneself and one's partner during the transition to parenthood in a community sample unselected for trauma exposure at the time of recruitment into the parent study. This suggests that couple-based interventions for trauma-related psychopathology during the transition to parenthood may be indicated even if participants do not meet formal diagnostic criteria for PTSD. The development of trauma-informed interventions for couples grappling with the effects of PTSD symptoms in one or both partners at this critical juncture in the family life cycle also raises the possibility that treatment may serve as prevention and offers the hope of improved quality of life for trauma survivors, their partners, and their children.
